procedure, notably, if corporeal splitting and/or inferior pubectomy (CS/ IP) are required. Consequently, a long learning curve is surely needed. Herein, we used retrograde urethrogram (RGU) to envisage the intraoperative difficulty during AU for PFUI. We hypothesized that as deep as the urethra goes into the pelvis, the more complexity is anticipated.
INTRODUCTION AND OBJECTIVES: Delayed urethroplasty for pelvic fracture urethral injury (PFUI) remains a clinical challenge in part because it may not be possible to predict from urethrography or urethroscopy findings the type of repair required. We therefore examined whether the type of reconstruction needed for PFUI repair can be predicted from preoperative magnetic resonance imaging (MRI) findings.
METHODS: The records of 74 male patients with PFUI who underwent MRI of the pelvis at least 3 months after injury and, subsequently, anastomotic urethroplasty by a single surgeon (AH) during 2008 and 2015 were analyzed retrospectively. Pubo-urethral stump angle (PUA) was defined as the angle, measured in sagittal T2-weighted MRI, between the long axis of the pubis and the line between the lower border of the inferior pubic ramus and the proximal urethral stump. MRI findings including PUA were reviewed by two expert radiologists (HE and SS) without any knowledge of the patients 0 clinical information. The association of MRI findings and the procedures required during delayed urethroplasty was analyzed.
RESULTS: Delayed urethroplasty was performed by the simple perineal approach in the 28 patients (38%) who required only bulbar urethral mobilization with/without crural separation and by an elaborate approach in the 46 patients (62%) who additionally required inferior pubectomy or an abdominoperineal approach. The overall success (defined as no recurrent stricture on urethroscopy) rate was 94.6%. MRI findings that in univariate analysis were significantly associated with a need for the elaborate approach were disruption at the prostate apex (p ¼ 0.001), greater urethral defect length (p < 0.0001), lower ratio of bulbar urethral length to urethral defect length (p ¼ 0.0005), presence of a paraurethral false passage (p ¼ 0.0257), longer distance between the lower border of the inferior pubic ramus and the proximal urethral stump (< 0.0001), and lower PUA (p < 0.0001). MRI findings not significantly associated with a need for the elaborate approach were the bulbar urethral length (p ¼ 0.69), lateral displacement of prostatic urethra (p ¼ 0.19), and bulging of the rectum into the urethral gap (p ¼ 0.15). In multivariate analysis, only low PUA was an independent predictor of a need for the elaborate perineal approach (p¼0.045, OR¼4.8, 95% CI 1.0-25.5).
CONCLUSIONS: PUA measured on MRI could provide information useful for predicting the type of reconstruction needed for PFUI repair.
Source of Funding: none

PD29-11 MAGNETIC RESONANCE IMAGING (MRI) IN PELVIC FRACTURE URETHRAL INJURIES TO EVALUATE URETHRAL GAP: A NEW POINT OF TECHNIQUE
Pankaj Joshi*, Devang Desai, Sandesh Surana, Hazem Orabi, Sanjay Kulkarni, Pune, India INTRODUCTION AND OBJECTIVES: MRI is a helpful especially in complex cases of PFUI, which includes long gaps, floating bone chips, rectourethral fistula and bladder neck injury. Conventionally radiologists perform MRI on an empty bladder. Urologists and radiologist assess urethral gap using voiding cystourethrogram (VCUG) and retrograde urethrogram (RGU) studies. The aim of this study was to evaluate the urethral gap via MRI using a new point of technique.
METHODS: From 1996 to 2016 1032 cases of PFUI have been seen at our institution with 10%being complex. MRI was routinely acquired for complex PFUI by radiologists using traditional protocol . We formulated a recent new technique where the images were obtained using urine as a natural MRI contrast. Ten consecutive cases of complex PFUI were prospectively evaluated with the new MRI protocol. First, a T2 image acquisition was performed. Urethral gap measurements by 4 radiologists were recorded for each case. A second T2 image acquisition was performed with patient lying on the table with a full bladder, SPC clamped, straining to pass urine post administration of Tamsulosin while at the same time a premixed solution of sterile saline and lubricating jelly is instilled in the urethra. The bladder was filled physiologically with patient drinking water prior to the study. Urethral gap assessments were repeated using the same 4 radiologists e576 THE JOURNAL OF UROLOGY â Vol. 197, No. 4S, Supplement, Saturday, May 13, 2017 .Additionally, 4 urologists were shown images from each phase of the study and their visual score was recorded e very satisfactory (4), satisfactory (3), disappointed (2) and extremely disappointed (1). RESULTS: Table 1 Figure 1 CONCLUSIONS: The described novel technique of MR assessment of urethral gap in pelvic fracture urethral injuries shows promising results and is a true reflection of the actual urethral gap which helps in planning surgical approach. The simple modification of having a full bladder, use of Tamsulosin and straining (dynamic images) helps to mimic a conventional VCUG and RGU along with advantages of MRI.
Source of Funding: None
PD29-12 FEMALE URETHRAL DISTRACTION INJURIES: A SYSTEMATIC REVIEW OF THE LITERATURE
Devin Patel*, James Weinberger, Los Angeles, CA; Cynthia Fok, Minneapolis, MN; Jennifer Anger, Los Angeles, CA INTRODUCTION AND OBJECTIVES: Female urethral distraction injuries are rare and most commonly associated with pelvic fracture. We sought to systematically review the literature to determine the optimal management of this rare injury.
METHODS: Using Meta-analysis Of Observational Studies in Epidemiology (M.O.O.S.E) criteria, we searched Cochrane, Pubmed and OVID databases for all articles available before June 30, 2016 using the terms "female pelvic fracture urethroplasty," "female urethral distraction," "female pelvic fracture urethral injury," "female pelvic fracture urethra girls." Three reviewers (CF, JA, DP) independently reviewed the titles, abstracts, and articles. We excluded articles based on animal models, transgender surgery, obstetric trauma, cancer or if they did not pertain to the treatment of female urethral injuries.
RESULTS: We identified 162 individual articles from the databases. 51 articles met our criteria for full review. There were 158 female patients with urethral trauma, with almost twice as many children (¼ 18 years) as compared to adults (>18years), 99 vs 59. Of these injuries, 83 were managed with immediate repair via primary alignment (17) or anastomotic repair (66) and 75 were managed with delayed repair. Rates of urethral stenosis and fistula were highest after primary alignment. Urethral integrity appears to be similar following both primary anastomosis and delayed repair; however, patients experienced significantly more incontinence and vaginal stenosis following delayed repair. Those patients who underwent delayed urethral repair were more likely to undergo more extensive reconstructive surgery than those who underwent primary repair.
CONCLUSIONS: There is a paucity of data in the literature on the optimal management of female urethral distraction defects. Based on our review of the available literature, primary anastomotic repair of a female urethral distraction defect via a vaginal approach appears optimal. This contrasts with the management of male pelvic fracturerelated urethral distraction defects, in which primary anastomotic repair is considered injurious, and primary alignment is considered optimal.
Source of Funding: none
Stone Disease: Surgical Therapy III
Podium 30
INTRODUCTION AND OBJECTIVES: Clinical presentation of ureteral stones during pregnancy is generally with renal colic pain. The aim of this study is to present our experience in the management of renal colic during pregnancy in emergency settings.
METHODS: 208 pregnant patients who presented to emergency department with renal colic pain and underwent ureteroscopy (URS) due to failed conservative therapy were enrolled in the study. Urinary tract stones were diagnosed either with ultrasound (US) examination or during URS. Laser lithotripsy and double J (DJ) stent placement were routinely done in all patients with ureteral stones. The incidence of infective complications and premature uterine contractions (PUC) due to URS were compared. RESULTS: No stone was identified in 36.1% (n¼75) of patients with using US and diagnostic URS. Of the remaining 133 patients, 30 (22.6%) had no stone in US but rather diagnosed during diagnostic URS. The type of anesthesia had no significant effect on PUC. An
